In Nigeria, the government is implementing the Free Maternal and Child Health Care Programme (FMCHCP). The policy is premised on the notion that financial barriers are one of the most important constraints to equitable access and use of skilled maternal and child healthcare. In Ebonyi State, Southeastern Nigeria the FMCHCP is experiencing implementation challenges including: inadequate human resource for health, inadequate funding, out of stock syndrome, inadequate infrastructure, and poor staff remuneration. Furthermore, there is less emphasis on community involvement in the programme implementation. In this policy brief, we recommend policy options that emphasize the implementation of community-based participatory interventions to strengthen the government's FMCHCP as follows: Option 1: Training community women on prenatal care, life-saving skills in case of emergency, reproductive health, care of the newborn and family planning. Option 2: Sensitizing the community women towards behavioural change, to understand what quality services that respond to their needs are but also to seek and demand for such. Option 3: Implementation packages that provide technical skills to women of childbearing age as well as mothers' groups, and traditional birth attendants for better home-based maternal and child healthcare. The effectiveness of this approach has been demonstrated in a number of community-based participatory interventions, building on the idea that if community members take part in decision-making and bring local knowledge, experiences and problems to the fore, they are more likely to own and sustain solutions to improve their communities' health.
Statement of the issue/problem and a background of the problem
At an estimated 350 US dollars per capita annually, Nigeria still ranks near the bottom 158 out of 177 countries in the United Nations Human Development Index (HDI) in terms of per capita income, with more than half of the population living in poverty (1) . Nigeria with a population of over 150 million has one of the weakest health systems in the world and was ranked 187 th out of 191 member states by the World Health Organization (WHO) in 2000. Due to the weak health systems, maternal and child health status in Nigeria is among the worst in Africa. With approximately 2.5% of the world's population, Nigeria has more than 10% of all under-5 and maternal deaths -more than 1 million newborn, infant, and child deaths and more than 50,000 maternal deaths every year (1, 2) . Annually, an estimated 52,900 Nigerian women die from pregnancy related complications, out of 529,000 global maternal deaths, thus a woman's chance of dying from pregnancy and childbirth in Nigeria is 1 in 13 (3) . The main causes of maternal mortality in Nigeria are: haemorrhage (23%), infection (17%), unsafe abortion (11%), obstructed labour (11%) and toxaemia/eclampsia/hypertension (11%), Malaria (11%), anaemia (11%) and others including HIV and AIDS contribute about (5%) (1) (2) (3) (4) . Other factors underlying maternal mortality include lack of awareness about complications in pregnancy and on the need to seek medical intervention early; lack of transportation to the health facilities where maternal healthcare can be provided; inability to pay for services, etc. (1, (3) (4) (5) . However, there has been a reduction in National Maternal Mortality Rate (MMR) from 800/100,000 in 2005 (4) to 545/100,000 according to the recent Nigeria Demographic and Health Survey (NDHS) 2008 (6) . This reduction in MMR may be attributed to the various maternal and child health intervention programmes introduced by the government. One of such intervention programmes is the Free Maternal and Child Health Care Programme (FMCHCP). Ebonyi State in Southeastern Nigeria is one of the states implementing the FMCHCP in secondary and tertiary public and private health facilities. The policy is pursued against the backdrop of existing inequities in maternity and paediatric care services accessibility and utilization, and is premised on the notion that financial barriers are one of the most important constraints to equitable access and use of skilled maternal and child healthcare (7) . The services provided in the FMCHCP of Ebonyi State include free Antenatal Care (ANC) (including card and antenatal drugs), free vaginal and assisted vaginal delivery (forceps and vacuum), free caesarean section (elective and emergency), free post abortion care services, free management of ectopic and free laparotomy for obstetric complications, free vesicovaginal fistula repairs (8) (9) (10) . Findings from studies conducted in the two Nigerian States of Kano and Enugu indicate that the FMCHCP contributed to increased access to health services and improved maternal and child health (9, 10) . In most Nigeria States including Ebonyi, despite the implementation of FMCHCP, utilization of maternal healthcare services is still poor especially in the rural areas, with over 65% of the women delivering at home (3, 4, 9, 10) . It is based on this premise that the option of the implementation of community-based participatory interventions is proposed as innovative strategies to improve and sustain the government's FMCHCP. Community participation in health interventions in Ebonyi State has been limited in scope, organization and impact. This policy brief is designed to promote the use of community participatory approach to enhance and strengthen the FMCHCP in Ebonyi State. (11) . Available reports indicate that the underlying factors that account for the high MMR in Ebonyi State include: poverty (especially in the rural areas), ignorance, cultural belief, inadequate health facilities, unskilled birth attendants etc. (8) . As a result of the commitment of Ebonyi State government to addressing the high maternal mortality, the FMCHCP was introduced in the State in 2003. The programme was however limited to the Ebonyi State University Teaching Hospital located in Abakaliki, the State capital. Although the package was comprehensive and consisted of complete obstetric care including Emergency Obstetric Care (EOC) to the beneficiaries, unfortunately the target group, poor rural dwellers, were missed due to lack of awareness, bad road networks, poverty, first and second level delays, etc. (8) . The present administration in a bid to revamp the FMCHCP and make it more functional and accessible, extended the services to all the major secondary health facilities located in the 13 local government areas in the State. However, like the FMCHCP being executed in other parts of Nigeria, the FMCHCP in Ebonyi State is experiencing major challenges and constraints in the implementation at the various designated secondary health facilities. The key challenges and constraints include the following (8-10):
Description

(i). Inadequate manpower:
The FMCHCP abolished user fees and tremendously increased the number of women accessing the services without a commensurate increase in the number of health professionals attending to them. This resulted in inadequate manpower to cope with the increase in the number of patients and therefore adversely affected the quality of maternal service delivery.
(ii). Poor remuneration of staff: The FMCHCP increased workload for the health professionals working at the maternal and child care units. Unfortunately, there was no corresponding increase in the remuneration of the health workers. Consequently, the morale of the health workers became low and their attitudes to work very poor.
(iii). Inadequate infrastructure and facilities:
The increase in the patient flow placed so much pressure on the few available facilities and infrastructure at the secondary health facilities in the LGAs. (iv). Out of stock syndrome: Due to the weak health systems, out of stock syndrome was a frequent occurrence. This affected the delivery of maternal health services rendered at the health facilities.
(v). Lack of participation of the LGA authorities in the FMCHCP:
Because the programme is being implemented in the secondary health facilities funded by the State Government, the LGA authorities appear not to play any contributory role to the programme. This has limited the impact of the programme in terms of improving the access and scope of the programme to primary healthcare facilities. Implementation strategy A multidisciplinary epidemiological team can be set up consisting of medical experts, researchers and policy-makers from the health ministry. Special training sessions can be organized periodically for women community organizations. The training will focus on the following: recognition of danger signs during pregnancy; labour/delivery; the postpartum period and in the newborn; prenatal care to prevent complications from occurring or becoming serious; life-saving skills in case of emergency when no other recourse exists; haemorrhage and anaemia; retention of the placenta; reproductive health and sex education; care of the newborn; family planning. This approach has been shown to work in numerous community based interventions to improve maternal health in resource constrained communities
Policy Option 2
Community mobilization and the empowerment of individuals and communities to demand quality services that respond to their needs. Family-oriented and communityoriented services support self care (antenatal/intrapartum/ postnatal family-community care), including the adoption of improved care practices and appropriate care seeking for illness. This option is principally targeted at sensitizing the community women towards behavioural change, not only to understand what quality services that respond to their needs are but also to seek and demand for such quality services as their fundamental right.
Implementation strategy
Women of childbearing age in the community can be sensitized through the health department of the various LGAs. These services can be provided by various health workers, and should be tailored to the community's social and cultural environment. Examples of family-community care include: behaviour change communications; community mobilisation and engagement to stimulate adoption of improved antenatal, intrapartum, and postnatal care practices; care seeking for illness; and, community-based case management of illness-e.g. pneumonia-by community health workers (21) . Evidence-based neonatal care practices (breastfeeding, thermal care, clean cord care), and promotion and practice of clean delivery and referral of complications (for home births); Extra home visits and support for breastfeeding and quarterly community outreaches to create demand for services (20, 21) .
Policy Option 3:
Implementation of community-based participatory interventions to strengthen and broaden the scope of the FMCHCP. This option focuses principally on the provision of technical skills to the women of childbearing age as well as mothers' groups, and traditional birth attendants for better home-based maternal and child healthcare. This is to be achieved by introducing the following packages which were proven as very effective in previous studies (20, 21) : i) Community-based birth preparedness package: It is a social mobilization programme to promote the behaviour of families to prepare for birth by engaging volunteers to counsel the mothers and families during home visits as well as during the community group meetings (12, 16, 17, (21) (22) (23) . ii) Community-based newborn care package: The package consists of service delivery component, home visitation as well as community mobilisation to enhance skills on community case management of infection, home-based care of Low Birth Weight (LBW), and birth asphyxia as well as orientation to mothers' group, traditional healer and traditional birth attendant about the programme (12, 13, (15) (16) (17) 21, 24) . iii) Community-based infant and young child feeding package: is a package having counselling component on early breast feeding, exclusive breast feeding, extended breast feeding, complementary feeding and food diversification (16, 20, 25) . iv) Community-based integrated management of childhood illness package: This is a package which has a service delivery component such as the delivery of commodities as well as community participation and the promotion of positive health behaviours and enhancement of skills for home-based management of pneumonia and diarrhoea as well as orientation to mothers about the programme in the community (16, 20, 22, 23) .
Implementation strategy
The implementation package will consists principally of providing technical skills to women of childbearing age as well as mothers' groups, and traditional birth attendants for better home-based maternal and child healthcare. The Community Action Cycle (CAC) frame described in previous studies (20, 21) can be employed to understand the community context, exploration of the issue to understand what is being currently done and why (helpful, harmful and benign practices, belief and attitudes), setting the priorities, planning together with the communities, monitoring and evaluating the progress. The three-stage CAC frame described in previous studies (20, 21) are is outlined below: Stage 1: Identifying and prioritizing problems together The women's groups will identify and prioritize maternal and neonatal health problems at the community level via the following steps:
i. Orientation of the women to the FMCHCP improvement intervention project ii. Identifying challenges associated with access to the FMCHCP iii. Implementing woman-to-woman interviews in the home to obtain more information on maternal/child health and the FMCHCP iv. Prioritizing the problems of maternal/child health and the FMCHCP.
Stage 2: Planning strategies together
The purpose is to define strategies and actions to resolve the problems identified by the women's groups through a process of planning together via the following steps: i.
Presentation of problems by the women: The women's groups will learn about the problems of maternal/child health and will know why they are priority problems. ii. Identifying barriers to solving the problems: The women's groups will understand what a barrier is and will identify barriers to solving the problems of maternal/child health and the FMCHCP portrayed by the women. iii. Identifying strategies and realistic, concrete actions: The women's groups will identify strategies and realistic, concrete actions which will help to lessen or overcome the barriers of maternal/child health.
Stage 3: Training of the women
Organizing training sessions on the intervention packages: i) Community-based birth preparedness package; ii) Community-based newborn care package; iii) Communitybased infant and young child feeding package; iv) Community-based integrated management of childhood illness package.
Justification of recommended policy options
In this policy brief, different policy options are suggested to establish community-based participatory approach to strengthen the government's FMCHCP. Scientific evidence abound which indicates that this approach can improve health interventions in low income settings by promoting the following (19) : i) Empowerment of people and communities: A number of previous reports have argued that well-designed communitybased projects have the potential to be more inclusive, to empower communities, including poor and marginalized groups, and strengthen linkages between civil society and government (19, 26, 27) . ii) Improve efficiency, effectiveness, and sustainability of interventions: Evidence from community-based studies indicates that community-based interventions have the potential to be more responsive to the needs and priorities of beneficiaries (allocative efficiency) (19) . The findings from the studies reported by McLeod (28) and Rawlings et al. (29) showed that community-based projects are comparatively cost effective (productive efficiency) because of lower levels of bureaucracy and better knowledge of local costs. iii) Build organizational capacity at local level: Slaymaker and colleagues (19) in their report noted that in theory, mobilization of communities to identify problems and plan and manage projects helps strengthen local capacity for collective action. Furthermore, McLeod and Tovo (30) demonstrated in their studies that additional benefits of community-based participatory projects are often observed beyond the scope of the original project, e.g. formation of selfhelp groups and micro enterprise development. iv) Strengthen local governance: Community-driven development is increasingly being promoted as a means of strengthening state-community synergies (31) . Emerging demand-driven approaches theoretically 'empower' communities to command services and provide a mechanism for (re)building trust and accountability and reestablishing the 'social contract' between communities and government (19) . In conclusion we recommend the community-based participatory interventions to strengthen the FMCHCP, based on findings of the evaluation of impact of similar programmes showing the effectiveness of community-based participatory interventions (12) (13) (14) (15) (16) 32) . Several community mobilization interventions have used a participatory approach, building on the idea that if mothers and other community members take part in decision-making and bring local knowledge, experiences and problems to the fore, they are more likely to own and sustain solutions to improve their communities' health (32) . The rationale for using communitybased interventions is based on the fact that many maternal and neonatal deaths occur at home, and could potentially be avoided by changes in antenatal and newborn care practice and better understanding of health problems.
